Introduction: Little is known about the Latino symptom experience and how symptoms influence participation in usual activities and satisfaction with participation in social roles. Method: Secondary analysis of survey data collected in community and clinic settings was conducted. Data were collected using Health-Related Quality of Life 30-day items and Patient Reported Outcome Measurement System symptom status scales. Descriptive statistics and univariate linear and multiple linear regression models were computed. Results: Participants (N ¼ 2,974) were primarily female and Dominican. Most surveys were completed in Spanish and in the community setting; and the clinic sample had more symptoms. In the multiple linear regression for participation in usual activities, as the number of days with symptoms increased, the number of days that poor physical or mental health influenced participation in usual activities increased. In addition, for satisfaction with participation in social roles, as the number of days with pain and levels of depression and anxiety increased, the levels of satisfaction decreased. Spanish survey administration was associated with decreased levels of satisfaction; and recruitment setting was not a significant predictor. Conclusion: The study addressed multiple knowledge gaps about the Latino symptom experience.
Background
More than 56.8 million Latinos live in the United States, comprising 18% of the population. This percentage is projected to rise to 24% by 2065 (Flores, 2017) . The proportion of Latino immigrants has decreased to 34.5%, so the Latino population is increasingly U.S.-born rather than foreign-born. However, the number of Latino households in which Spanish is spoken is at an all-time high of 37 million. At the same time, 35 million Latinos rate themselves as English-proficient with 15 million speaking only English at home.
Despite the size of the Latino population in the United States, less is known about their symptom experience in general and across multiple disease states than that of non-Latino Whites and how symptoms influence Latino functional status including participation in usual activities and satisfaction with participation in social roles. However, multiple studies and systematic reviews suggest that variations exist in the symptom experience among racial and ethnic groups. In a large survey of adults >50 years old, the trajectory of increasing insomnia over time was more pronounced for Latinos than non-Latino Whites after adjusting for accumulated health conditions, body mass index, and number of depressive symptoms (Kaufmann et al., 2016) . Pain has received considerable attention, particularly in cancer, with a systematic review suggesting a greater prevalence of pain in Latino and Black as compared with White cancer patients possibly due to barriers in reporting and in accessing treatment (Kwok & Bhuvanakrishna, 2014) . Among a multiethnic sample of breast cancer survivors, the most frequently reported symptom was fatigue (76%); Latinas were more likely than non-Latinas to report >10 symptoms and symptoms related to chemotherapy and pain (Fu et al., 2009) . Similarly, in a Latina sample of breast cancer survivors, fatigue and pain were highly prevalent, and although the women rated their stress levels as high, levels of depression and anxiety were rated as mild (Sanchez-Birkhead et al., 2017) . During cancer treatment, at least one-third of Mexican Americans reported feeling sluggish, depression, difficulty sleeping, and pain along with 13 other symptoms (Williams, Lantican, Bader, & Lerma, 2014) . A systematic review of experimental pain studies found that as compared with non-Latino Whites, Latinos, Asians, and Blacks had lower pain tolerance and higher pain ratings (Kim et al., 2017) .
The relationship between symptoms and function has also been studied in Latinos. In a study that examined cultural influence on mental health symptoms among those in a primary care intervention study for anxiety disorder, Latinos and non-Latino Whites had similar levels of depression and anxiety severity and mental health functioning, but Latinos expressed greater somatization and impairment of physical function (Escovar et al., 2018) . Velasco et al. (2016) discovered that pain intensity and anxiety sensitivity were synergistic in their effects on anxious arousal, social anxiety, and depressive symptoms in primarily Spanish-speaking (98.6%) Latinos in a community-based primary care setting. In a sample of Latina breast cancer survivors with a high prevalence of fatigue and pain, almost half rated their physical health as fair or poor (Sanchez-Birkhead et al., 2017) . In addition, excessive daytime sleepiness was associated with depression in a sample of Latinos (n ¼ 411); gender, age, income, education, health status, and acculturation did not moderate the relationship between the two symptoms (Nuyen, Fox, Malcarne, Wachsman, & Sadler, 2016) .
Multiple studies have examined the predictors of symptoms in Latino samples. For example, 26.9% of a sample (n ¼ 259) of formerly incarcerated Latino men reported depressive symptoms; significant predictors included low familism, living further away from family members, low utilization of health and social services, high level of loneliness, and high lifetime and current frequency of alcohol use (Munoz-Laboy et al., 2014) . Among Latinos receiving interventions for anxiety disorder, perceived discrimination, but no other cultural variables (e.g., nativity, age at immigration), predicted mental health symptoms (Escovar et al., 2018) . Although several studies indicated that data were collected in the respondent's language of choice (English vs. Spanish; Fu et al., 2009; Williams et al., 2014) , only one study retrieved explicitly considered language spoken among Latinos as a predictor of symptoms; Spanish-speaking Latinas were less likely to report severe symptoms than other breast cancer survivors including English-speaking Latinas (Yoon et al., 2008) .
The review of the literature reveals several knowledge gaps. First, most studies about the Latino symptom experience were conducted within the context of a particular disease such as cancer or anxiety disorder so little is known about the prevalence of symptoms in general or differences between community and clinic samples. Second, symptom-related outcomes most typically did not include participation in usual activities and satisfaction with participation in social roles, which may be particularly important for Latinos given the importance of the cultural values of personalism and familism. Third, there is limited literature on differences in symptom experience between Latinos who self-report symptom status in English versus Spanish. Fourth, Latinos are often considered as a homogeneous group without differentiating heritage.
Therefore, the primary purpose of this secondary analysis of a large, community-based survey was to examine associations between symptoms, specifically, pain, fatigue, depressed mood, anxiety, and sleep disturbance, and participation in usual activities as well as satisfaction with participation in social roles in urban, Latino adults of primarily Dominican heritage. Our secondary aim was to explore the effect of study setting (clinic vs. community) and survey administration language (English vs. Spanish) on levels of symptoms, participation in usual activities, and satisfaction with participation in social roles.
Method
This analysis utilized data from the 2012-2013 Washington Heights/Inwood Informatics Infrastructure for Comparative Effectiveness Research (WICER) follow-up Community Health Survey study (Lee, Boden-Albala, Larson, Wilcox, & Bakken, 2014; Masterson Creber et al., 2017; Sepulveda-Pacsi & Bakken, 2017) . The WICER Community Health Survey collected comprehensive sociocultural information from a convenience sample of adults (!18 years) residing within the Washington Heights/Inwood communities of northern Manhattan (zip codes 10031, 10032, 10033, 10034, and 10040) . The main objective of the WICER study was to build a community-focused data infrastructure focused on improving the health of a Latino immigrant community at risk for health disparities. Both the parent study and the current analysis were approved by the Columbia University Medical Center Institutional Review Board.
Participants
Participants were recruited from two distinct settings, the community and ambulatory care clinics affiliated with New York Presbyterian Hospital. Participants in the community sample were recruited by ringing doorbells within five targeted northern Manhattan zip codes using a probability sampling scheme followed by snowball sampling and convenience sampling in community locations including barber shops, beauty parlors, senior centers, and schools. Participants in the clinic sample were recruited from the waiting room. Recruitment, informed consent, and survey administration were performed by trained bilingual community health workers. After completion of the survey, participants were compensated $25.00 for their time in the form of two movie tickets, a transit metro-card, or a grocery store food voucher. This analysis was limited to participants who self-identified as Latino.
Measures
Participants could choose to complete the WICER Community Health Survey in either English or Spanish depending on their language preference. Measures were selected based on established reliability and validity in both English and Spanish (Centers for Disease Control and Prevention, 2018; U.S. Department of Health and Human Services, 2018).
Sociodemographic characteristics. Participant age, gender, level of education, nativity, and marital status were collected. Level of education was coded as three categories: (1) some high school or less, (2) completed high school or GED, and (3) some college or more. Nativity was condensed into three categories: (1) Dominican Republic, (2) the United States, and (3) other countries. Marital status was coded as four categories: (1) single, never married, (2) married or living with a partner, (3) divorced or separated, and (4) widowed.
Symptoms. Pain, fatigue, depressed mood, and anxiety were each evaluated using one item from the Centers for Disease Control and Prevention Health-Related Quality of Life (CDC HRQOL) Healthy Days Symptoms Module with a 30-day timeframe, for example, "During the past 30 days, for about how many days did PAIN make it hard for you to do your usual activities, such as self-care, work, or recreation?" Number of days was used as the unit of analysis for the CDC HRQOL items. Depressed mood and anxiety were also assessed using the Patient-Reported Outcomes Measurement Information System (PROMIS) Emotional Distress-Depression v1.0 Short Form 4a and Emotional Distress-Anxiety v1.0 Short Form 4a, respectively. Sleep disturbance was measured using the PROMIS Sleep Disturbance v1.0 Short Form 4a alone. Responses to the PROMIS measures are summed and converted to a standardized t score with mean (M) ¼ 50 and standard deviation (SD) ¼ 10 (U.S. Department of Health and Human Services, 2018). Higher t scores indicate more of the concept being measured. T scores were further categorized into severity levels (i.e., normal, mild ¼ 0.5-1.0 SD worse than M, moderate ¼ 1.0-2.0 SDs worse than M, and severe ¼ 2.0 SDsþ worse than M). Both t scores and severity categories were used as units of analysis for PROMIS symptom measures.
Participation in usual activities. Participation in usual activities was a primary outcome of interest and evaluated using one item from the CDC HRQOL-4 Healthy Days Core Module: "During the past 30 days, for about how many days did poor physical or mental health keep you from doing your usual activities, such as self-care, work, or recreation?" Number of days was used as the unit of analysis.
Satisfaction with participation in social roles. Satisfaction with participation in social roles was the second primary outcome of interest and measured using the PROMIS Satisfaction with Participation in Social Roles v1.0 Short Form 4a. Lower t scores indicate greater dissatisfaction with participation in social roles. Both t scores and severity categories were used as units of analysis.
Statistical Analysis
Data were analyzed using R version 3.3.1. Descriptive statistics for all continuous and categorical predictor and outcome variables were computed. Chi-square tests, Fisher exact tests, t tests, or Wilcoxon rank-sum tests were used to compare demographic and symptom information by recruitment setting (community vs. clinic) and survey administration language as appropriate. Individual unadjusted linear regression (ULR) models were generated for symptom measures, recruitment setting, and survey administration language for both outcome variables. In order to determine the amount of variability that the demographic (i.e., age, gender, level of education, nativity, and marital status), recruitment setting, survey administration language, and symptom predictors accounted for collectively, multiple linear regression (MLR) models were created for each outcome variable with predictors primarily measured in the same way as the outcome variable whenever possible (i.e., CDC HRQOL measures for participation in usual activities and PROMIS measures for satisfaction with participation in social roles). Assumptions for statistical tests were assessed prior to analyses.
Results

Participant Characteristics
Participants (N ¼ 2,974) were an average of 53.07 + 16.18 years of age, primarily female (74.8%), born in the Dominican Republic (79.8%), and had less than a high school education (52.8%; Table 1 ). More than 95% of participants rated their overall health as fair or better with 37.2% rating their overall health as very good or excellent. On average, participants reported M ¼ 2.65 + 6.88 days that physical health and M ¼ 2.19 + 6.51 days that mental health were not good out of the last 30 days.
Most surveys (85.6%) were completed by individuals recruited in the community. Demographic characteristics, with the exception of age, and overall health measures differed by recruitment setting. The community sample had higher proportions of individuals who were male, born in the United States, single, completed the survey in Spanish, and rated their overall health as very good or excellent compared with the clinic sample; additionally, participants from the clinic sample reported a greater number of days that physical and mental health was not good out of the last 30 days compared with the community sample (Table 1) .
Demographic characteristics, with the exception of gender, overall health measures, and 30-day measures differed by administration language. Participants completing the survey in Spanish (89.1%) as compared with English were older and had a higher proportion of individuals with less than a high school education, were born in the Dominican Republic, were single or married/living with a partner, were recruited as part of the community sample, and rated their overall health as very good or excellent; plus, participants completing the survey in English reported a greater number of days that physical and mental health were not good out of the last 30 days compared with Spanish (Table 1 ).
Symptoms
Participants reported M ¼ 4.23 + 8.51 days during the past 30 in which pain interfered with usual activities, and M ¼ 21.32 + 10.91 days during the past 30 that they felt very healthy and full 
of energy (Table 2) . For depressed mood, 85.6% of participants were categorized as normal compared with the reference population and reported M ¼ 2.66 + 6.71 days that they felt sad, blue, or depressed out of the last 30 days. For anxiety, 77.5% of participants were categorized as normal and reported M ¼ 2.96 + 6.94 days that they felt worried, tense, or anxious out of the last 30 days. Most (86.4%) participants were categorized as normal for sleep disturbance. Participants in the clinic sample had more symptoms than the community sample, including a greater number of days that pain interfered with usual activities; feeling sad, blue, or depressed; and feeling worried, tense, or anxious as well as fewer days feeling very healthy and full of energy out of the past 30. A greater proportion of participants from the clinic sample were categorized as having at least mild depression and anxiety and higher sleep disturbance t scores (Table 2) .
Participants completing the survey in English reported a greater number of days that pain interfered with usual activities; feeling sad, blue, or depressed; and feeling worried, tense, or anxious as well as fewer days feeling very healthy and full of energy out of the past 30 compared with participants completing the survey in Spanish; likewise, a greater proportion of participants completing the survey in English were categorized as having at least mild depression, anxiety, and sleep disturbance (Table 2) .
Participation in Usual Activities
Overall, participants reported M ¼ 2.15 + 6.51 days during the past 30 that poor physical or mental health kept them from participating in their usual activities (Table 3) . Participation differed by both recruitment setting and survey administration language. Participants recruited from the clinic (M ¼ 5.79 + 10.37) compared with the community sample (M ¼ 1.54 + 5.38) and completing the survey in English (M ¼ 3.84 + 8.51) compared with Spanish (M ¼ 1.94 + 6.19) reported a greater number of days that poor physical or mental health kept them from doing their usual activities during the past 30 days.
In the ULR models, number of days with pain (b ¼ 0.377), depression (b ¼ 0.448), anxiety (b ¼ 0.416), and feeling full of energy (b ¼ À0.240), and levels of sleep disturbance (b ¼ 0.119) were significantly (p < 0.001) associated with participation (Table 4) . Recruitment from the community compared with the clinic sample (b ¼ À4.253, p < .001) and completing the survey in Spanish compared with English (b ¼ À1.893, p < .001) were associated with a decreased number of days that poor physical or mental health influenced participation in usual activities (Table 4 ). In the MLR model (R 2 ¼ .397), as the number of days with pain (b ¼ 0.276, p < .001), depression (b ¼ 0.168, p < .001), anxiety (b ¼ 0.106, p < .001), and level of sleep disturbance (b ¼ 0.065, p ¼ .001) increased, the number of days that poor physical or mental health influenced participation in usual activities increased; a greater number of days feeling full of energy was associated with a decreased number of days that poor physical or mental health influenced participation in usual activities (b ¼ À0.094, p < .001; Table 5 ). Recruitment from the community as compared with the clinic (b ¼ À2.052, p < .001) and Spanish administration language compared with English (b ¼ 1.056, p ¼ .007) were significantly associated with participation as well. b Emotional Distress-Depression v1.0-Short Form 4a asks participants to respond to the following four statements with "never," "rarely," "sometimes," "often," or "always": "In the past 7 days, I felt (1) worthless, (2) helpless, (3) depressed, and (4) hopeless." c Emotional Distress-Anxiety v1.0-Short Form 4a asks participants to respond to the following four statements with "never," "rarely," "sometimes," "often," or "always": "In the past 7 days, (1) I felt fearful, (2) I found it hard to focus on anything other than my anxiety, (3) my worries overwhelmed me, and (4) I felt uneasy." d Sleep Disturbance v1.0-Short Form 4a asks participants to rate their sleep quality in the past 7 days as "very poor," "poor," "fair," "good," or "very good" and to respond to each of the following three statements with "not at all," "a little bit," "somewhat," "quite a bit," or "very much": "In the past 7 days, (1) my sleep was refreshing, (2) I had a problem with my sleep, and (3) I had difficulty falling asleep." **p < .01. ***p < .001.
Satisfaction With Participation in Social Roles
Overall, the majority (84.9%) of participants were categorized as having normal satisfaction with participation in social roles (Table 3 ). There were significant differences in normal satisfaction between the community (87.7%) and clinic (68.1%) samples and between those completing the survey in Spanish (86.2%) and English (74.1%). Note. PROMIS ¼ Patient Reported Outcome Measurement System. a During the past 30 days, for about how many days did PAIN make it hard for you to do your usual activities, such as self-care, work, or recreation? b During the past 30 days, for about how many days have you felt VERY HEALTHY AND FULL OF ENERGY? c During the past 30 days, for about how many days have you felt SAD, BLUE, or DEPRESSED? d During the past 30 days, for about how many days have you felt WORRIED, TENSE, or ANXIOUS? e PROMIS Sleep Disturbance v1.0-Short Form 4a t score asks participants to rate their sleep quality in the past 7 days as "very poor," "poor," "fair," "good," or "very good" and to respond to each of the following three statements with "not at all," "a little bit," "somewhat," "quite a bit," or "very much": "In the past 7 days, (1) my sleep was refreshing, (2) I had a problem with my sleep, and (3) I had difficulty falling asleep."
In the ULR models, number of days with pain (b ¼ À0.122, p < .001) and feeling full of energy (b ¼ 0.132, p < .001) and levels of depression (b ¼ À0.257, p < .001), anxiety (b ¼ 0.218, p < .001), and sleep disturbance (b ¼ À0.065, p ¼ .005) were significantly associated with satisfaction with participation in social roles (Table 6 ). Completing the survey in Spanish compared with English (b ¼ À1.893, p < .001) was associated with decreased satisfaction with participation in social roles (Table  6 ). Recruitment setting was not a significant predictor of satisfaction. In the MLR model (R 2 ¼ .157), as the number of days with pain (b ¼ À0.038, p ¼ .011) and levels of depression (b ¼ À0.083, p ¼ .003) and anxiety (b ¼ À0.153, p < .001) increased, levels of satisfaction decreased (Table 7) ; similarly, a greater number of days feeling full of energy was associated with increased levels of satisfaction (b ¼ 0.071, p < .001). As levels of sleep disturbance increased, satisfaction increased (b ¼ 0.075, p ¼ .003). Additionally, Spanish administration language compared with English was associated with decreased levels of satisfaction (b ¼ À1.441, p ¼ .002), and recruitment setting was not a significant predictor of satisfaction in the MLR model.
Discussion
The sample in this secondary analysis differs from other studies in three major ways: the Latino participants were primarily born in the Dominican Republic (79.9%), recruited from the community (85.6%), and completed the survey in the Spanish language (89.1%). Moreover, the majority rated their overall health as at least fair with more than one third rating it as very good or excellent.
In terms of symptoms in the overall sample, more than three fourths had PROMIS symptom scores within the national reference (i.e., normal) range for depressed mood, anxiety, and sleep disturbance. While the mean scores had some variability, the median number of days for the CDC HRQOL Healthy Days Symptoms Module 30-day measures was 0 for (a) pain, (b) feeling sad, blue, or depressed, and (c) feeling worried, tense, or anxious, and 30 for feeling very healthy and full of energy.
Not surprisingly, level of symptoms, with the exception of comparison by sleep disturbance severity categories, differed by setting, with the participants recruited from clinic sample reporting higher levels of symptoms. Direct comparisons with the literature are not possible due to the fact that a general medical population was surveyed in the clinic. However, the prevalence of 29.1% for depressive symptoms and 12.9% for sleep disturbance in our clinic sample are lower than those found in a study of Mexican Americans undergoing cancer treatment where at least one third reported pain, feeling sluggish, depression, and difficulty sleeping (Williams et al., 2014) . In a Latina sample of breast cancer survivors, levels of depression and anxiety were rated as mild on average (SanchezBirkhead et al., 2017) . In our analysis, 17.7% and 24% of the clinic sample rated their depression and anxiety, respectively, as greater than mild.
Levels of symptoms also differed by the language in which the survey was completed. Latinos completing the survey in English reported higher levels of symptoms. This is consistent with a study that found that Spanish-speaking Latinas were less likely to report severe symptoms than other breast cancer survivors including English-speaking Latinas (Yoon et al., 2008) . g PROMIS Sleep Disturbance v1.0-Short Form 4a T score asks participants to rate their sleep quality in the past 7 days as "very poor," "poor," "fair," "good," or "very good" and to respond to each of the following three statements with "not at all," "a little bit," "somewhat," "quite a bit," or "very much": "In the past 7 days, (1) my sleep was refreshing, (2) I had a problem with my sleep, and (3) I had difficulty falling asleep." *p < .05. **p < .01. ***p < .001. This is likely confounded by the fact that a greater proportion of participants in the clinic sample completed the survey in English (55.5%) as compared with just 3.5% of the community sample. In terms of primary outcomes, participants reported a minimal number of days that poor mental or physical health kept them from participating in their usual activities with a median of 0, and 84.9% of participants rated their satisfaction with participation in social roles within the reference range for normal. Not surprisingly, the clinic sample reported a greater mean number of days that physical or mental health influenced their participation compared with the community sample. However, the median of 0 for both groups indicates minimal variability and overall high participation in usual activities. Likewise, the proportion of individuals classified as being satisfied with participation in social roles in the clinic sample (68.1%) was lower than the community sample (87.7%). In a small sample (n ¼ 48) of Latina breast cancer survivors, 96% rated their ability to carry out social activities and roles as at least good and almost 40% as very good or excellent (Sanchez-Birkhead et al., 2017) . Similar to findings with symptom ratings, a greater mean number of days kept from doing usual activities, and a lower percentage of normal satisfaction with social roles was reported in the English survey sample than the Spanish.
In the ULR models with participation in usual activities as the outcome variable, symptoms are significant predictors and have associations in the expected direction (i.e., more days of pain, depression, and anxiety, and higher levels of sleep disturbance are associated with more days kept from doing usual activities, and more days feeling full of energy is associated with fewer days kept from doing usual activities). These associations remained significant in the MLR model that included demographic variables, recruitment setting, and survey administration language.
The expected associations between symptoms and satisfaction with participation in social roles are also supported in the ULR models (i.e., more days of pain and higher levels of depression, anxiety, and sleep disturbance are associated with lower levels of satisfaction, and more days feeling full of energy is associated with higher levels of satisfaction) and, with the exception of sleep disturbance, in the MLR model. There are several possible explanations for this exception. The associations are not causal and it may be that the level of participation in social roles to achieve satisfaction influences sleep quality. Moreover, there is limited variability in both the predictor and outcome variables as discussed previously.
The influence of recruitment setting on the outcome of participation in usual activities was consistent across the ULR and MLR models with the community sample having fewer number of days in the past 30 that poor physical or mental health kept the participant from doing usual activities as compared with the clinic sample. In contrast, for the second primary outcome, satisfaction in participation in social roles, recruitment setting was nonsignificant in both ULR and MLR models.
The influence of language varied across the outcome variables. For participation in usual activities, in the ULR model, survey administration in Spanish was associated with fewer number of days in the past 30 that poor physical or mental health kept the participant from doing usual activities compared with English. However, this relationship was reversed in the MLR model possibly due to the limited variation in the outcome variable, that is, median of 0 days. In contrast, for satisfaction, the relationships are consistent across both models PROMIS Emotional Distress-Depression v1.0-Short Form 4a t score asks participants to respond to the following four statements with "never," "rarely," "sometimes," "often," or "always": "In the past 7 days, I felt (1) worthless, (2) helpless, (3) depressed, and (4) hopeless." d PROMIS Emotional Distress-Anxiety v1.0-Short Form 4a t score asks participants to respond to the following four statements with "never," "rarely," "sometimes," "often," or "always": "In the past 7 days, (1) I felt fearful, (2) I found it hard to focus on anything other than my anxiety, (3) my worries overwhelmed me, and (4) I felt uneasy." e PROMIS Sleep Disturbance v1.0-Short Form 4a t score asks participants to rate their sleep quality in the past 7 days as "very poor," "poor," "fair," "good," or "very good" and to respond to each of the following three statements with "not at all," "a little bit," "somewhat," "quite a bit," or "very much": "In the past 7 days, (1) my sleep was refreshing, (2) I had a problem with my sleep, and (3) I had difficulty falling asleep."
with Spanish survey administration showing decreased satisfaction with participation in social roles.
This study had several limitations including those common to secondary analysis such as using existing measures to answer the questions of interest. Moreover, there was low symptomatology overall and limited variability in the primary outcomes, but the analysis did reveal the expected differences between community and clinic samples. In addition, because the vast majority of surveys were administered in Spanish, the differences seen may not hold in a more balanced sample.
Despite these limitations, the study addresses multiple knowledge gaps about the Latino symptom experience. These include associating symptoms with outcomes of participation in usual activities and satisfaction with participation in social roles, which may be particularly important for Latinos, comparing community and clinic samples, comparing language of survey administration, and specifying nativity.
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